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important that separate clinical governance structures are in place to monitor the quality and safety of services. In England, this has been addressed in part through the National Audit of Intermediate Care [1] . It was considered important in the audit design to include information obtained directly from service users. One type of measure considered was to use a service satisfaction questionnaire.
However, this approach has been criticised as lacking rigor and providing false reassurance of service quality as service users typically report high levels of satisfaction but may have received poor care [2] . On the other hand, Patient Reported Experience Measures (PREMs) are considered more objective as the questions are designed to encourage the user to describe their actual experience of the care received [3] . Effective intermediate care services are considered an essential mechanism for improving the integration of health and care services for older people [4] and improving outcomes I centred and co- [5] . Service users are in the strongest position to comment on this practical definition of integration and PREMs have therefore been included as one of five key metrics to assess integration nationally in England [6] . This paper describes the development of PREMs [1] . We present data describing the feasibility and acceptability of the measures, examine the extent to which the PREM items may be converted to a numerical score (the scaling properties of the questionnaires), and offer suggestions for future improvements.
Methods:
Intermediate care services are heterogeneous but can be broadly divided into bed-based (for example community hospitals) and home-based (for example hospital-at-home) services. To reflect these sub-types of intermediate care, two PREMs were developed. 
Development of the PREMs

IC-PREM testing
The IC-PREMs were incorporated into the 2013 NAIC [1] . Approximately half of the NHS in England 
Analysis
The bed-based and the home-based PREM were considered separately. The questions each had between 2, 3 or 4 response categories but the responses were summarised to provide a P E [8] . Using this scoring (e.g. where an aspect of care did not occur, occurred sometimes, or where there was poor experience of care). In contrast, where good care was always received, where particular aspects of
Higher scores indicate a better report of care experience, with lower scores highlighting areas for service improvement.
Acceptability and feasibility of the two IC-PREMs were assessed by return rates and the volumes and patterns of missing data. Scalability of the IC-PREMs was explored with Mokken analysis (nonparametric item response theory (NIRT) [9] F missing. Records with missing responses were excluded for the purposes of the Mokken scaling analyses. In order for a set of questions to form a meaningful scale, they must all measure the same underlying construct the latent trait, in this case user-experience. This property of a set of questions is called unidimensionality and is assessed through calculation of Loevinger H statistics [10] . An item Loevinger H coefficient (H i ) greater than 0.3 suggests the item should be retained in the scale, providing it makes clinical sense. Stepwise item selection algorithms using the mokken package in R freeware were used for this procedure [11] . A summary Loevinger H co For Mokken analysis to be valid, each questionnaire item must meet the assumption of monotonicity: the probability of an individual answering a question positively increases as the amount of the underlying characteristic being measured increases [10] . Thus, if the monotonicity assumption is met, the probability of a service user indicating a good experience of their care for a specific question increases as their overall experience of care increases.
Valid Mokken analysis requires items to be locally independent: answers from previous questions should not influence subsequent responses. This is ing from questions may occur over the course of a test [10] . The underlying trait of experience should not be influenced in this way and we have therefore assumed local independence of items.
Providing each question meets monotonicity, unidimensionality and local independence assumptions, a total score for the instrument may be calculated by summing the responses from C dered to underestimate reliability of scales in NIRT analyses [12] . Having confirmed non-intersection of item characteristic curves, the co-efficient of reliability rho ( ) was calculated [10] ; a cut off value of 0.7 was taken to indicate acceptable reliability of the scale [13] . All analyses were performed using R freeware [11] .
Results
Two hundred and two providers of IC services participated in the audit. Table 1 shows the number of services, participants and responses to the PREM questionnaires. Return rates for the bed-based, home based, and re-ablement PREM questionnaires were 28.0%, 12.6% and 13.7% respectively. An overall return rate of 15.3% was achieved (table 1) . indicating acceptable reliability [13] (there were no invariant item ordering violations to suggest intersection of item response curves). Response scores from these eight questions may be summed to give a total score out of 8. The remaining items did not form a separate subscale on further analysis, and these items were discarded.
Bed Based PREM
Home based PREM
In common with the bed-based PREM, missing data were infrequent (<6%) apart from the same question relating to staff having received the necessary information from the referrer for which 1.7% Return rates, acceptability, and scalability were investigated by incorporating the PREMs into the 2013 National Audit of Intermediate Care [1] . This was a large audit involving over 250 services and over 6,000 patients. Return rates for both the bed-based and home-based PREMs were low (28% and 13% respectively), though bed-based return rates were comparable with other national surveys determined that eight items for the bed-based PREM, and twelve items for the home-based PREM, were related to a single construct of user-experience. Both scales are moderate in terms of their scaling properties, and important modelling assumptions were met. This means it is valid to combine the response scores for these questions to produce an overall service experience score. This could be utilised in the future to facilitate within and between service comparisons. As Mokken analysis is a non-parametric technique, any subsequent statistical analyses of total PREM scores must, in turn, be non-parametric. 
Conclusion
